Introduction
Schizophrenia is a severe and lifelong neuropsychiatric condition that affects approximately 1% of the world's population. 1, 2 Both negative symptoms and cognitive impairment are among the core features of schizophrenia; both types of symptoms are important predictors for real life functioning. 3 Despite enormous effort over the past several decades, effective treatment options to improve negative symptoms or cognition are still not available.
Repetitive transcranial magnetic stimulation (rTMS) is a relatively safe and non-invasive method that uses alternating magnetic fields to induce an electric current in the underlying brain tissue. 8 Studies have demonstrated that that high-frequency rTMS may be able to increase cortical excitability and modulate dopamine release in certain brain areas, including the prefrontal cortex. [9] [10] [11] As negative symptoms and cognitive deficits in schizophrenia may be related to a lack of dopamine at the prefrontal cortex and hypofrontality. 12, 13 rTMS may have beneficial effects to improve these two types of symptoms. 9, 14 Recently, meta-analyses on rTMS treatment for negative symptoms of schizophrenia suggest an effect size of 0.27-0.53. [15] [16] [17] In addition, high-frequency rTMS may enhance cognitive function in patients with schizophrenia. An early study found that active high-frequency rTMS applied to the dorsolateral prefrontal cortex (DLPFC) in healthy volunteers significantly increased gamma oscillations generated during the N-back conditions with the greatest cognitive demand. 18 Only a few studies focused on the effects of rTMS on cognition impairment of schizophrenia. One study suggested that rTMS could improve working memory in schizophrenia, whereas another study had a negative outcome. 19, 20 Several important questions remain to be addressed regarding the use of rTMS treatment in patients with schizophrenia: rTMS stimulus frequency, motor threshold (MT), stimulus location, total stimulus strength, duration of stimulus, baseline psychopathology, duration of illness as well as the type of outcome measures used. The present study was a 4-week, randomized, double-blind shamcontrolled trial. Patients with schizophrenia were treated with adjunctive 20-Hz rTMS for 4 weeks or sham condition to the left DLPFC. The primary hypothesis was that rTMS treatment can improve both negative symptoms and cognitive impairment at week 4. In addition, possible moderators for rTMS treatment efficacy were explored.
Several important questions remain to be addressed regarding the use of rTMS treatment in patients with schizophrenia: rTMS stimulus frequency, motor threshold (MT), stimulus location, total stimulus strength, duration of stimulus, baseline psychopathology, duration of illness as well as the type of outcome measures used. The present study was a 4-week, randomized, double-blind shamcontrolled trial. Patients with schizophrenia were treated with adjunctive 20-Hz rTMS for 4 weeks or sham condition to the left DLPFC. The primary hypothesis was that rTMS treatment can improve both negative symptoms and cognitive impairment at week 4. In addition, possible moderators for rTMS treatment efficacy were explored.
Methods
The study was undertaken in Shanghai Mental Health Center, Shanghai Jiao Tong University School of Medicine from 2013 to 2014. The trial has been registered at http://www.clinicaltrials.gov (NCT01940939), and the trial protocol has been published. No additional unpublished data are available.
Participants
Potential subjects were recruited from the inpatient units of Shanghai Mental Health Center. Individuals eligible for the study were adults aged 20-60 years who had a diagnosis of schizophrenia according to the Diagnostic and Statistical Manual of Mental Disorders, 4th edition, text revision (DSM-IV-TR) criteria; the diagnosis was further confirmed using the Structured Clinical Interview for DSM-IV-TR, Clinical Trials Version. Patients had to be on a stable dose of antipsychotic medication for at least 1 month before the study enrollment. Benzodiazepines can be used temporarily for no longer than 7 days if patients complained about sleeplessness at night, and stopped 24 h before the cognitive testing and clinical assessment. In addition, patients had to meet the following clinical criteria: the negative symptoms subscale score of the Positive and Negative Syndrome Scale (PANSS) 20 or more.
Exclusion criteria included: a current DSM-IV-TR axis I disorder other than schizophrenia, a history of epilepsy or seizure; significant or unstable neurologic disorder; cardiac pacemaker; previous brain injury or surgery; any metal clips, plates, or other metal items in the head; or substance dependency; or ECT within 3 months. All participants provided written informed consent.
Clinical measures
Clinical measures included: the PANSS 21 25 The F3-position used in our study corresponds to Brodmann areas 8, 9, and 46 in the medial frontal gyrus. [26] [27] [28] The rTMS treatment had an intensity of 90% of the individual resting motor threshold (MT) and 2,000 stimuli (100 trains with 20 stimuli per train, 9 s intertrain interval) per session. Stimuli were applied using a MagPro X100 stimulator (MagVenture) and a standard butterfly coil (MFC-B65). rTMS was performed in accordance with the recommendations by the International Workshop on the Safety of Repetitive Transcranial Magnetic Stimulation. 29 Sham rTMS stimulation was delivered using the same stimulation parameters and at the same site as in active treatment, but the coil was flipped 180°a round its main axis so that the thickness of the integrated cooling system of the coil between the skull and the coil center was 53 mm. This method produces sound and some somatic sensation (eg, contraction of scalp muscles) similar to those of active stimulation, but the resulting increase in spatial distance translated into a reduction in stimulation intensity of 80% (MagVenture). 30 
Data analysis
Data were analyzed using SPSS 22.0 (IBM Corporation, Armonk, NY, USA). Baseline differences in demographic and clinical variables between the two treatment groups were examined using independent t-test and chi-squared test. Repeated measures ANOVA was performed for the primary outcome measures (negative symptoms, cognition) with group condition (active treatment vs sham) as the between-subject factor and time (baseline, 4 weeks) as the within-subject factor. Pearson correlation analysis was used to examine the relationship among variables. Stepwise multiple linear regression analysis was used to identify potential predictors for the primary outcome measures.
Ethics statement
The research protocol was approved by the Institutional Review Board of Shanghai Mental Health Center (2013-04). This study was conducted in accordance with the 1964 Declaration of Helsinki and its later amendments or comparable ethical standards. The subjects were assured of the following: their participation was voluntary, they could withdraw at any time without facing any negative consequences, their anonymity would be protected, and the data obtained would not be used for purposes other than the present research. All participants provided their written informed consent. The research purpose and guarantee to protect the privacy of the subjects were explained verbally as well as in written form to the participants by the doctor.
Results

Demographic and clinical characteristics
Eighty-one patients were screened, and 70 were randomized to either active treatment or sham condition. Thirty-three patients completed 4-week active treatment, and 27 completed the sham treatment. Seven patients withdrew from the study because of the time commitment whereas three patients dropped out because of a diminished interest in the study (Figure 1 ). Three patients in the sham group and four in the active group reported a transient headache, and one in the active group reported dizziness in the initial period. After giving comfort and reducing the initial intensity of stimulation, the symptoms were significantly reduced. No other adverse events were observed. Table 1 shows the demographic, clinical and cognitive characteristic of the two groups. The two groups did not differ in demographic, clinical and cognitive characteristics. The numbers of patients on different antipsychotic drugs for the active treatment group versus sham groups are as follows: olanzapine 6/ 6, risperidone 6/5, paliperidone 12/10, amisulpride 2/2, ziprasidone 3/0, clozapine 1/0, quetiapine 1/1 and aripiprazole 2/3. Five patients also used mood stabilizer (valproate 2/3).
Negative symptoms and cognitive function after 4-week treatment
Patients in the active and sham group were classified as having a clinical improvement with baseline CGI, SANS total score, PANSS total score, and the three PANSS subscores ( Figure 2 ). Repeated measures ANOVA revealed a significant group-by-time interaction for SANS total score (F(1, 59)=5.632, p=0.021), PANSS negative subscore (F(1, 59) =8.090, p=0.006), and CGI-S (F(1,59 ) =4.436, p=0.040). However, no group-by-time interaction was found for PANSS total score, PANSS positive score, and PANSS general score (Table 2) . Though the T scores in some domains (eg, Speed of Processing, Verbal Learning, Visual Learning, Social Cognition, and Composite Score) were improved with baseline after 4-week treatment in both groups (Table 3) , no group-by-time interactions in any domains were found between the two groups. Even the repeated measures ANOVA found a trend of group-by-time interactions reflecting those patients in the sham group got more improvement in Composite Score (F (1,59) =3.491, p=0.068 ) and BACS test (F (1, 59) =3.884, p=0.054) than those in the active group.
Associations between the reduction of negative symptoms of schizophrenia and clinical and demographic variables
In both groups, the reduction rate of SANS total score, PANSS total score, and the three PANSS subscores were not correlated with demographic variables (age, education, course of illness, dose of antipsychotic drug or IQ). Meanwhile, there were no significant correlations between Figure 2 Scores for severity of symptoms during the trail. Data appear mean ± SD in blue for active rTMS and in red for sham rTMS. Notes: Patients in the active rTMS group had a great improvement in SANS total score and PANSS negative subscore after 4-week treatment (A and D). However, there were no significant differences in PANSS total score and positive subscore between the active and sham rTMS group (B and C). Abbreviation: rTMS, repetitive transcranial magnetic stimulation.
the T score changes (pre-and post-treatment) of the MCCB with the reduction rate of the SANS, PANSS total score and the three PANSS subscores (Pearson correlation).
Stepwise multiple linear regression analysis of the SANS reduction rate and clinical symptoms showed that a higher PANSS positive symptoms subscore at baseline predicts a lower SANS total score reduction rate at week 4 (Table 4 ). In addition, a higher SANS total score at baseline seemed to predict a higher SANS total score reduction at week 4. However, these relationships were not observed in the sham group.
Discussion
Our study found a significant improvement of negative symptoms as measured by PANSS negative score and SANS total score after 4 weeks of 20 36 This may be due to the insufficient duration, which was recommended in a meta-analysis to be no less than three weeks. 17 Meanwhile, bilateral 20 Hz rTMS (90% MT, 30,000 stimuli) was used in Barr et al's study, but no significant improvement in negative symptoms or depressive symptoms were found. 37 It may be insufficient to detect an improvement in negative symptoms after rTMS treatment because of the relatively small sample size. Our study also found that patients with less positive symptoms at baseline tended to have a better response in negative symptom improvement even though the positive symptoms did not improve in our study. This suggests that the severity of existing positive symptoms in patients with schizophrenia may have an adverse effect on rTMS in the treatment for negative symptoms. This phenomenon is similar to that of antipsychotic drugs such as clozapine in the treatment of refractory schizophrenia. 38 Secondly, we found that patients with more negative symptoms of baseline tended to benefit more from rTMS treatment. Our result is consistent with the findings from a recent meta-analysis. 17 In addition, both patients in the active and sham group had clinical improvement with baseline CGI, SANS total score, PANSS total score, and the three PANSS subscores, which suggested that a placebo effect should be taken into account. In Shi et al's meta-analysis, 17 a small placebo effect had been found in the treatment effect of rTMS on negative symptoms in schizophrenia. However, none of the scores in the sham group met the criterion for response (ie a 20% reduction in baseline PANSS negative symptom score and SANS total score) in our study at the end of treatment. Similar results were found in the Mogg et al's study. 39 Dysfunctional oscillations may have a central role in the pathophysiology of schizophrenia, which may be caused by the anomalies in the brain's rhythmgenerating networks of GABA interneurons and corticocortical connections. In patients with schizophrenia, the abnormalities of beta and gamma-band activity suggest the cognitive deficits and other symptoms of the disorder. 40 High-frequency rTMS (10-20 Hz) can modulate gamma oscillatory activity, which may be a possible avenue for cognitive improvement in this disorder. 41 Although Shi et al suggest that 10 Hz stimulation is probably more effective than 20 Hz in the treatment of negative symptoms, 17 the optimal rTMS frequency to achieve the maximal therapeutic effect for cognitive impairment is still to be determined. It has been suggested that greater stimulation frequency and a greater number of treatment sessions may result in greater treatment effects. Several previous studies have examined rTMS treatment and cognitive function in schizophrenia with inconsistent findings. For example, Mogg 39 found that 10 Hz high-frequency rTMS led to a significant improvement in verbal learning among patients with schizophrenia, while Schneilder 42 did not find any significant change for the Wisconsin Card Sorting Test (WCST) among the three groups of either placebo, 1 Hz low-frequency or 10 Hz high-frequency rTMS at 110% MT over the left DLPFC. These studies only reflected the change in several domains but cannot evaluate the comprehensive and broad improvement of the cognition in schizophrenic patients. Though the T score in some domains were improved after 4-week rTMS treatment, unfortunately, our study found that 20 Hz rTMS had no benefit for cognitive improvement in the active group relative to sham group, while there was a trend towards suggesting those patients in the sham group improved more than those in the active group in BAC test and composite score. The duration of our intervention might be one of the reasons for negative findings, as MCCB was tested before and after rTMS within a timeframe of 4 weeks. This period may be too short to assess the cognitive improvement. An intervention period of at least 6 months is needed to detect possible changes in cognitive assessments in antipsychotic trials, according to a previous meta-analysis. 43 Furthermore, the effect of practice needs to be considered despite the high test-retest reliability of the MCCB 44 and two different versions were used to assess at baseline and the end of the intervention. The practice-related increase in cognitive performance makes it difficult to distinguish the effect of active rTMS from the reduction of the difference between the active and the sham group. The present study has several limitations. First, the patients in this study were chronic and medicated. It is possible that antipsychotic medication might affect cognitive dysfunction. Further, given the relatively small sample size and a high rate of shedding, the negative findings in cognition might be due to low statistical power. Secondly, depressive symptoms were not measured or controlled in our study. High-frequency rTMS over the left DLPFC is able to produce antidepressant effects, which may confound its beneficial effect on negative symptoms of schizophrenia. Taken together, early episode patients, longer rTMS periods, different stimulation frequency or location may have led to different results. 45 
Conclusion
In summary, high-frequency 20 Hz rTMS stimulation over the left DLPFC at a high stimulation intensity and a sufficient number of applied stimulating pulses may represent an effective augmentation to antipsychotics to treat the negative symptoms of schizophrenia. Existing positive symptoms may be an important predictor factor of the efficacy of rTMS treatment. Moreover, the results suggested that rTMS may have differential effects on negative symptoms and cognitive impairment in schizophrenia. The stimulation parameters for the treatment of negative and cognitive dysfunction may be different. Optimal rTMS parameters still need to be explored to achieve improvement in cognitive function in this patient population. . These funding agents had no role in the study design, collection, analysis, and interpretation of the data, writing of the manuscript, or decision to submit the paper for publication.
